Spontaneous rupture of the lesser omental artery in the absence of identifiable causes is rare. We describe a case of abdominal apoplexy secondary to a spontaneous lesser omental artery rupture. A 73-year-old woman presented to our emergency department for acute abdominal pain with persistent nausea and vomiting. Abdominal examination revealed mild epigastric tenderness but no signs of peritonitis. Computed tomography of the abdomen suggested a massive volume of blood in the peritoneal and pelvic cavity. The diagnosis was made by exploratory laparotomy revealing haemoperitoneum, a haematoma in the lesser omentum near the antrum with an active bleeder. Choices of investigation modality for diagnosis and treatment are discussed. (Hong Kong j.emerg.med. 2015;22:53-56) 在沒有明確病因的情況下，小網膜動脈自發性破裂是極少見的。我們報導一例由於小網膜動脈自發性破 裂出血，引起腹部卒中的病例。患者男性， 73 歲，因急性腹痛急診就診，伴有噁心和嘔吐，症狀逐漸加 重。腹部查體發現上腹部可及肌緊張，但未及明顯壓痛、發跳痛等腹膜炎跡象。腹部 CT 檢查發現腹盆 腔大量積血。立即行腹部探查，術中可見腹腔內大量血塊，小網膜近胃竇處可見一血腫，血腫處可見明 顯出血，呈搏動性。早期識別、診斷和治療方法的選擇將被討論。
Introduction
Rupture of the visceral artery is a relatively rare condition which can lead to life-threatening intraabdominal haemorrhage. The most common nontraumatic causes of visceral arter y rupture are aneur ysm, 1 pseudoaneurysm, haemangioma and complications of anticoagulant therapy. Abdominal apoplexy (spontaneous intra-abdominal haemorrhage) in the absence of identifiable causes is rare. We presented a case of abdominal apoplexy with a spontaneous lesser omental artery rupture.
Case
A 73-year-old previously well woman presented to our emergency department for two-hour history of acute abdominal pain. Before the onset of pain, there was a more than two hours of vague abdominal discomfort. The nausea and vomiting worsened without relief. The vomitus consisted of undigested food without haematemesis. There was no history of trauma. She had no personal or family history of hypertension and diabetes. She did not have previous abdominal surgery.
On physical examination, the initial vital signs were stable and she was afebrile. Abdominal findings included mild epigastric tenderness but no signs of peritonitis. Laboratory evaluation was normal with haemoglobin level=12.1g/dl. An abdominal radiograph demonstrated no abnormality. Computed tomography (CT) was performed, revealing the presence of a mixeddensity fluid consistent with blood in the peritoneal and pelvic cavity, the lesser omental bursa, perihepatic and perisplenic space (Figure 1 A and B ). There was no free gas or specific vascular abnormality. Bleeding from the lesser omentum or the stomach omentum was suspected based on these findings. Mild tachycardia (105 beats per minute) was noted and the haemoglobin level dropped to 8.7 g/dl. Consequently, the patient was immediately transferred to the operating room for exploratory laparotomy.
At exploratory laparotomy, the abdomen was found to contain two liters of free blood and clot. There was a 4×3 cm haematoma ( Figure 1C ) in the lesser omentum near the antrum where an active bleeder was apparent after the clearance of a big overlying clot. Bleeding was controlled with ligation of the vessels. Examination of the spleen, liver, bowel, left kidney, and mesentery revealed no source of bleeding or gross pathology. Pathological examination revealed a large haematoma without abnormal findings ( Figure 1D ), such as an aneurysm, omental infarction, torsion, or neoplasm. According to all findings, the diagnosis of spontaneous lesser omental artery rupture was made. The patient was discharged to home on Day 15. She remained well postoperatively. 
Discussion
Spontaneous haemoperitoneum was first described by Barber in 1909; 2 it was later termed "abdominal apoplexy" by Green and Powers in 1931. 3 Intraabdominal haemorrhage may be secondary to blunt trauma, solid organ malignancy, aneurysmal rupture, or vascular malformation. 4 In most of the reports, spontaneous haemoperitoneum are idiopathic and frequently found in conjunction with hypertension (33-50%) and atherosclerosis (80-87%). 5 In our case, the patient had no abdominal trauma or bleeding disorders and no appreciable familial or medical history.
The onset age of a spontaneous rupture of the visceral artery varied from 20 to 80 years old. It occurred more frequently in men than in women, with a male-tofemale ratio of 6:1. 6 The presentation and clinical progression frequently followed a rather predictable course. Before rupture, there could be a history of vague abdominal pain, possibly with symptoms of the digestive system including nausea, vomiting, and diarrhoea. After a latent period of several hours, it would be followed by a second phase with rapid progression of symptoms. The pain could be related to rapidity and volume of extravasation rather than peritoneal irritation by blood. 7 During the late phase, manifestations of peritonitis, hypovolaemia, worsening pain, and eventually shock may become apparent without rapid intervention. 8 This case also had a latent period of vague abdominal discomfort for more than 2 hours, followed with development of tachycardia, drop in the haemoglobin level, and diffused abdominal tenderness with progressive haemorrhage.
Although majority of the patients presenting to the emergency room with abdominal pain will get a CT scan, bedside ultrasound may be the first adopted imaging modality. Ultrasound has an excellent role in detecting fluid or blood in the peritoneal cavity and around the solid parenchymal organs of the abdomen. 9 However, CT can identify active extravasation more easily in a ddition al to the diagnosis of h a e m o p e r i t o n e u m . T h e d i a g n o s i s o f a c t i v e extravasation can guide the management strategy, as extravasation mandates emergent surgical or endovascular management to arrest the bleeding. A l t h o u g h m a g n e t i c r e s o n a n c e i m a g i n g i s complementary to CT and is useful in confirming the diagnosis in some equivocal cases, it may not be useful in very urgent condition. In many cases, correct diagnosis of spontaneous rupture of the visceral artery is difficult. According to a report, 6 about 50% of the omental bleeding cases were misdiagnosed as acute abdomen attributed to acute appendicitis, perforation of the digestive tract, or intra-abdominal abscess, while only 7 cases (17%) were correctly diagnosed before treatment.
The definitive treatment of visceral artery rupture has t r a d it io n a lly b een s u r g er y, s u c h a s l ig a t io n , a n eu r y s m ec t o my, 10 o r h a e ma t o ma r es ec t i o n . Transcatheter arterial embolisation (TAE), which is a safe and less invasive procedure, had been reported for managing haemoperitoneum due to visceral aneurysms, pseudoaneurysms. 11, 12 TAE in managing spontaneous omental arterial rupture was rarely reported and its application was limited by the failure to make a correct diagnosis without an exploratory laparotomy. 6
Conclusion
Spontaneous rupture of the lesser omental artery represents a rare but potentially life-threatening cause of haemoperitoneum. Correct diagnosis is difficult to make without an exploratory laparotomy and it limits the application of transcatheter arterial embolisation in managing this emergent condition. Surgery remains the mainstay of treatment so far.
